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L : ABSTRACT

/"'

The purpose of this study was to deveiop case-
finding criteria for use in identifying children who
may be classified deaf-blind.

Items composed of referral sources and investi-
gative potentials were devised from a demographic survey
of 164 known caseé of deaf—blind'pérsons in Louisiana.

The first inquiry sheets containing these possible
sources of case-finding deaf-blind children weré sent to
a panel of 20 perscns comprised of social workers, edu-
cators, physicians, administrators, a parent and reha-
. bilitators with eXpertise in the field of deaf-blind.
The items were ranked by the panel in order of importance
for case-finding and write-ins were included. A matrix
; of frequencies table was used in the analysis of the
! panel's responses to detefmine rank order.
| The second inquiry sheets containing the highest
ranked items, write-ins, and combinations of both of these
were returned to the same panel of experts to be ranked in
order of importance for case-finding deaf-blind children.
The responses were again analyzed on a matrix of frequen-
cies table to determine the order of importance of the
sources for case-finding. Based on these results a case=

finding instrument was prepared for use in the field.
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It was concluded that (1) all existing referral
sources should continue to be utilized, (2) there is a
national need for a mofe comprehensive method to obtain
early identification and referral of all sensorially
impaired and high risk infants, and (3) there is a néed
for the development of othe¢r new and unique programs to

promote case-finding deaf-blind children.,
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Chapter 1
INTRODUCTION

. Sperial education for the deaf-blind child began
in 1837 when seven-year-old Laura Bridgman, who had been
deaf-blind since age two, was admitted'to what is now
Perkins Schoo; for th Blind in'Watertown, Massachusetts.
Eight-year-old Helen Keller, who became deaf=blind from
an illness at eighteen months of age, entered Perkins
School for the Blind in 1888 (Spar, 1972).

The déademic success of these two well-known
deaf-blind persons is indicative of-the potential educa-
bility of this type handicapped child.

The handicapping effects of deafness lie primarily
in the area of communication; and the handicapping
effects of blindness lie primarily in the area of
physical orientation and independent mobility. « « &
Consequently, the child who has major deficits in both
hearing and seeing encounters problems in developing -
effective relationships with either blind children who
hear or deaf children who can see (Spar, 1972).

These children, who may also have other physical or mental
complications, have'been a problem for all professions.

Deéf—blindness may occur at any time from neonatal
stages to old age. It may have any nuhber of known etiolo-

gies or may fall into the mysterious category of "etiology

urnknown." Too often no definitive assignment of singular
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cause can be made for specific handicaps in multihandi-
capped persons because many of the various causes can
result in either deafness, blindness, or both.

One example of a multipandicapping disease is
retinitis pigmentosa. It is considered one of the major
causes of blindness and represents LA% of the cases at
the National Center for Deaf-Blind Youths'and Adults,
This disease freqdéntly manifests itself in congenital
deafness and gradually constricts the visual field over
a perio¢ of years. The degeneration occurs during child-
hood and early adulthood, although it‘gay continue beyond
middle age (Spar, 1972). | | |

Meningitis or encephalitis can attack children of

all ages. Usher's syndrome can appear suddenly where

‘normal conditions otherwise prevail. Oxygen can be ad-

ministered in excess in an attempt to overcome oxygen
deficiencies at birth. A physician must guess'that imper-
ceptible point where a frail neonate will live but not be
handicapped by retrolental fibroplasia.

Relaﬁing_ﬁo a less common cause, the National
Foundation-March of Dimes recently warned pregnant women
that eating rare or raw meat or handling cat feces could
result in their contracting toxoplasmosis and passing it

on to the fetus (New Outlook, 1972).

In 1941, the previous belief that few diseases
were so benign as rubella was shattered by the obser-
vation in Sydney by Norman McAlistgr Gregg of




congenital defects in infants of mothers who had
suffered rubella early in pregnancy (Forbes, 1969).

In 1947 Conrad Wesselhoeft'sl paper on rubella drew
world-wide attention by supporting Gregg'shobgervations.

Rubella is possibly the only virus disease in |
which there is clear-cut evidence of an association
between maternal infection and congenital malformation.
Isolation of the virus became a reality in 1962 through
the work of Parkman and his associates and Weller and
Neva (Farbes, 1969). ' .

Cooper, Ziring, Ockerse, Kiely, Fedun and Krugman
(1969) report that pearly nuclear cataract is the most
characteristic ocular anomoly in congenital rubella. The
cataract may be unilateral or bilateral occurring in
abnormally small eyes; it may be pfesent at birth, or it
may be too small to detect without a very careful ophthalf
moscopit examination. The rubella cataract results f?om h
virus infection in the lens which may persist in cata-
ractous lens.for years after birth. The same medical
team reported that congenitinl glaucoma due to rubella is
clinically indistinguishable from hereditary infantile

glaucoma. The cornea is enlarged and hazy, the anterior

lC. Wesselhoeft, "Rubella (German Measles),"

New England Journal of Medicine (236: June 19, 1947),
PP 9E§-95U, cited by dJohn A. Frorbes, "Rubella:
Historical Aspects," American Journal Diseases of
Children (118: July, y Pe (o




chamber is deep and ocular tension is increased in both
conditions. It is important also to distinguish this
problem from the transient corneal clouding which occurs
occasionally in~infants.

Fenalson (1968) stresses the need for the con=-
genital rubella child to be evaluated as early as two
months of age. At the same time Cooper and others (1969)
point out that many rubella chifﬂren may be born of
mothers having had subclinical disease with no manifes-
tations appafent at birth, but that handicaps may appear
at a later time. ”

The year 1963 marked the beginning of a series of
rubella epidemics which struck the United States with
alarming consequences. '

The rubella epidemic of 1964-65 stimulated the

Ue.S. Congress [in 1967] to develop legislation to
provide a continuum of services for deaf-blind
persons. « « « (Dantona and Salmon, 1972)
The United States was confronted with a problem it had to
solve.

In January 1968 Title VI of the Elementary and
Secondary Education Act was amended by Public Law
90-24,7, Part C, later (April 1970) becoming Part C
(Sec. 622) of Public Law 91-230, Title VI, the
"Education of the Handicapped Act." Under this

" act ten regional centers are operated by the Bureau
of Education for the Handicapped, Division of Edu-
_cational Services, U.S. Office of Education to serve
deaf-=blind children throughout the United States
(Spar, 1972). (Appendix A)
In addition to the responsibilities of parent

counseling, program development, and child services and
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; training, the regional centers are responsible for- finding
| deaf-blind children who are not now receiving services.

In conversation Dr. Edwin K. Hammer, Project Director of
the S8uthwest Regional Center . for Sexvices to Deaf-Blind
Children stressed the need for a case;finding method.

, In thé spring of 1970, according to Guldager

o (1971), it was estimated that 2700 children throughout the
| United States were in need of services. By March 1972,
Dantona and Salmon reported 3600 knovm cases and welcomed
referfals and information on other possible cases of
deaf-bliﬁd.- In some states the handicap of mental retar-
dation takes precedence over other handicapping coﬁditions.
It is difficult to deermine the mental capacity of these
children and many have been }abelled mentally retarded.

By March 1972, eight hundred of these children had been
found in homes for mentally retarded (Dantona and Salmon,
1972).

| It is not unusual to find state agency services

. regionalized. .Guldager (1973) found that different

| agencies may have different regions for their services.

It is a commoﬁ practice for a young multihandicapped

child to be served by és many as five agencies, each
serving its own handicap, with no coordination of

efforts. Such agencies may be departments of public
health, mental health, public welfare, hospitals, blind,

deaf or others. At the same time, not all children are
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—~ served. There is a recognized need for early identifi-

cation programs and coordination of effort.

Fo Statement of the Problem

3 ' The purpose of this study was to develop case=-"
i finding criteria for use in identifying children who may
| be classified as deaf=-blind for referral to an appropriate

: agency.

Delimitations of the Study , =

é This study neither attempted to establish programs
T for educating, evaluating and/or serving deaf-blind

childrer. nor to select a given central referrsl point.

THEORETICAL FRAMEWORK

Definitions of Terms '

’ 1. Blind: central visual acuity of 20/200 or
‘ less in the better eye,.with Ebrrecting lens or a peripheral
- field so contracted that the widest diameter of such field
| .subtends an angular distance no greater than 20 degrees.
Partially sighted: visual acuity is 20/70 or
less in the better eye with treatment and correcting lens
(Plan, 1964).

2. Cataract: opacity of lens of eye or its capsule

or both (Tabor, 1957).

3, Deaf: a chronic impairment of hearing so
; severe that most speech cannot be understood, even with

optimum amplification (Spar, 1972).




Hard of hearing: hearing loss of 20 decibels
or more in at least two frequencies in the speech range
or a loss of 30 decibels in one frequency in the speech
range in the better ear (Plan, 1964) .

N be Deaf-blind: persons who have both auditory
and visual impairments, the combination of which causes
severe communications and other developmental and edu-
cation problems that they cannot properly be accommodated
in special education programs for the hearing handicapped
child 6r for the visually handicapped child (Dantona and
Salmon, 1972). e o

De Encephélitis: inflammation of the brain. It
may be a specific disease entity due to a virus, or if
may occur as a sequella df influenza, measles, chicken
pox, smallpox, vaccinia, or several other diseases (Tabor,
1957) . , f

6. GClaucoma: the cornea becomes cloudy due to
pressure in the eye (Stager, 1971).

7. Meningitis: inflammation of the membranes of
the spinal cord or brain due to infegtious disease (Tabor,
1957) .

8. Mentally retarded: children with an I.Q. of
75 or less as measured by a standardized intelligence

test administered individually (Plar, 1964).

9. 'Retinitis pigmeutosa: gradual constricting

of visual field due to degeneration of peripheral vision,

may be manifested in deafness (Spar, 1972).




10. Retrolental fibroplasia: oxygen excess
causes scarring of the retina resulting in damage which
may be small affecting only part of the eye or complete
loss of vision (Stager, 1971).. —. ..

11, Rubelia: an acute infectious disease,
resembling both scarlet fever and measles,'but of,shorg '
duration and slight fever. Commonly referred to as ’ -
German measles (Tabor, 1857). |

A | 12, Special education: the provision of services
additional to or different from those provided in the
regular school program by ; systematic modification and
adaptation of e@uipment, teaching materials and teaching
methods to meet the needs of exceppional children (3}an,
1964) . | |

13. Subclinical: lack of appearance of typical
symptoms of a disease (Tabor, 1957) . '

14, Toxoplasmosis: parasitic infection afféctipg-
the macula of the eye resulting in peripheral vision only
which also may eventually be lost (Stager, 1971).

15, Tumor: a swelling or enlargement which may

grow from the connective tissues of nerve centers or

affect tisi.es of other various types (Stager, 1971).
16, Usher's syndrome: an eruption of blisters

which may appear suddenly on apparently normal skin. A

progressive, chronic benign disease which attacks mucous

membranes and connective tissues slowly causing scarring, .




shrivelling and shrinking of the conjunctiva and eventual
blindness; generally bilateral. Cause unknown, suspected
to be of ;iral origin or caused by the development of an
immunity to some part of the body. Occurs in infants and

older people,(Nelson and McCaffree, 1973).

Importance of the Study

This ihvestigation is important for the‘following
reasons: |
l. The study developed a means of locating deaf-
blind persons for referral to a state or other servicing
agencye.
2. An agency may use the information:
a. To develop a complete registry of childrén
N :
aqd families;
b. To provide early experiences and home
programs; C e\
c. To provide parent equcation and support;
d. To provide appropriate and necessary
medical and/or surgical services;
e. To develop evaluative instruments of
abilities and needs;
f. To determine school population of deaf-

blind children; and

»

£. To provide transportation requirements.
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3. There is a lack of standardized criteria for
case-finding persons who may be classified as deaf-blind

persons.

Method of Procedure

The following steps were taken to complete this . ,//
study:

1. Data from the case histories of the entire
pOpulaéion of 164 known cases of deaf-blind persons in
Louisiana were tabulated to develop a demographic survey
for analysis of relationsﬂip of etiology, age ranges of "
children,.distribution pockets (if any), and referral‘
sources. (Appendix B)

2., A panel of 20 experts on deaf-blind composed
of social wdrkers, educators, physicians, administrators,’
a parent and rehabilitators wes selected from candidates
recommended by the Coordinator of Centers and Services
for Deaf-Blind Children, Bureau of Education for the
Handicapped, U.S. Office of Education. (Appendix C)

3. A questionnaire concerning referrals based
upon an analysis of the results of the demographic_study
was aeveloped. It consisted of those items deemed neces-
sary to aid in case-finding deaf-blind persons. The
selected nationally knoWn experts were asked to rank in
order of importance the items on the questionnaire and to

- —
’ .

make recommendations to improve its applicability, uni-

versality and scope. (Appendix D) Their responses were

, |
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tabulated on a matrix of frequencies table to rank the
importance Qf twenty case-=finding factors listed in the
questionnaire. (Table 1, pp. 25-26)

Lo A revised queStiOnnaire consisting of major
elements determined from the table of matrix analysis
was returned to the panel to be ranked in order of
importance. (Appendix E) These responses were again
tabulated on a matrix of frequencies table. (Table 2,
pp. 32-33)

5. From this information a case-finding instrument

was developed. /

Sources of Data

Case history data was obtained from records of
known cases of deaf-blind persons registered with the
Southwest Regional Center for Services to Deaf-Blind
Children in Dallas, Texas and/or Blind Services, Division
of Income Maiﬁtenance of the Louisiana Health, Social and
Rehabilitation Administration in Baton Rouge, Louisiana.
Full cooperation was extended by the Louisiana State
Department of Education, Bureau of Special Education;
Blind Services, Division of Income Maintenance of the
Louisiana Health, Social and Rehabilitation Administration;
and the Southwest Regional Center for Services to Deaf-
Blind Children. |

Following analysis of initial data, information

was obtained from questionnaires. In addition, both the
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Regional Center and the Bureau of Handicapped, Ue«S.
Office of Education were contacted for unpublished
materials relevant to this topic which may have emanated

from any Regional Center in the United States.




Chapter 2

'SURVEY OF RELATED LITERATURE

In 1962 the Industrial Home for the Blind
[NeW.York] operated a federally funded research and demon-
stration project for developing national services for
deaf-blind persons. This projéét's purpose Qas to demon-
stréfe a need for regioggl rehabilitapion programs, How=-
ever, due to the sparse distribution 6f the deaf-blind
populatidn and the problemslof case-finding, the study
was inconclusive (Spar, 1972). |

The probleh served as a reminder when the 1967
amendments to the Vocational Rehabilitation Act authorized
the establishment and operation of the National Center for
Deaf-Blind Youths and Adults., This center continues to be
operated by the Industrial Home for‘the Blind., Permanent
facilities are scheduled to be compleped by early 1975,
Affiliations with coileges and universities will permit
inclusion of orientation information on deaf-blind in
courses for "social workers, public health nurses and
other professional'workers who are likely to find deaf-
blind persons . « » o" (Spar, 1972)

- Dr. Theodore F. Thurmon III, assistant professor

of pediatrics and director of thé’éénetiCS laboratory at

Louisiana State University School of Medicine, New Orleans,

13
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and Dr. Esther Anderson, hemotologist at Louisiana State

University, are associate directors of the medical
school's Heritage Disease Center working to develop
genetic profiles of two areas of Louisiana which are
termed a "genetic gold mine." The work, supported by
the National FoundationeMarch'of,Dimes, is investigating--
the stable populatipns of Acadiana and the Florida
_ Parishes where "extensive inﬁreeding has resulted in a
\\greater-incidence of genetié disease tpgp.wouid otherwise
\ be the case." Twenty-three néted diseéées included
\familial deafness and familial blindness. Drs. Thurmon
and Anderson depend upon -other physicians for referrals

/

(Medical World News, 1972). | g

Lars Guldager (1973), executive-director of the
Community Group, Newton Centre, Massachusgtts, and recent
Coprdinato? of the New England Regional Center for
Services to Deaf-Blind Children, has offered a six point
macro~-solution for héndliné the deaf-blind population
under a regional cenﬁer. Only two of the six points
offered were relevant to this study. He suggested .

i(l) there should be a central registry for all handi-
capped children from birth and (2) physicians and other
professionals be required by law to £;por£ handicapped
children to the registry.

Una Haynes (1967) prepared a developmental

\\\ approach to case-finding of cerebral palsy, mental




S 15
/
retardation and related disorders for use by public health

nurses in their work. The booklet made the nurse aware

- of steps in the normal child's development and signs which

may indicate the presence of a problem. It did not
dévelop a mode of seeking new referrals.

) Theionly recorded systematic attempt at case-
finding of deaf-blind was done by the Michigan School for
the Blind in cooperation with the Michigan'Department of
Public Health and the Michigan State Medical Society in
late 1968. Seven thousand six hundred quest;onnair;s\were
sent to members of the,Michiéan State Medical Society:\'
Thirty physicians returned the questionnaires, listing
580 cases. These referrals and follow-ups resulted’ in
summer programs supported by federal grants to evaluaté
and make recommendations for each child and to instruct
parents and family members in home training (Wiehn, 1970).

The paucity of information on case~finding as
applied to deaf-blind persons supported the need for this
study. The review of literature graphically illustrated
the frustrations of profession?ls, parents&iéhd the deaf=

blind in their efforts to locaﬁe coordinated services.

’
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Chapter 3

PROCEDURES USED IN THE STUDY

Selected data from the case histories of 164
known cases of deaf-blind persons in Louisiana were
tabulated on data sheets to develop a demographic survey

for anélysis and correlation of information considered

 relevant to case~finding deaf-blind children. (Appendix

4
B) The data sheet was patterned after one used in

gathering information considered essential to programming
and action by Deaf—Blind Regional Centers.

The case history information was supplied .by the
Southwest Regional Center for Services to Deaf-Blind
Children in Dallas, Texas, and Blind Serviges, Division
of Income Maintenance of the Louisiana'Healtﬁ, Social and
Rehabilitation Administration in Baton Rouge, Louisiana.
As the study evolved, nine of the case histories were
removed by Blind Services because there was no evidence
either of blindness ip some cases oﬁ:of hearing dis=
abilities in other cases. Therefore; the total case .
histories in this study were reduced to 155.

Complete confidentiality of case histories was

required and was assured. For this reason, no formal

statistical data analysis of the case histories will be

16 .
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found in this writing. However, the information from

the data sheets was analyzed by weight of occurrence and
examined for iﬁtgrrelationships. —
Robert'Dantona, National Coordinator of Centers

and Services for Deaf-Biind Children, Bureau qf Edu~

: \ " caticn for the Handicapped, U.S. Office of Education was
contacted and asked if he might both participate in the
study as a panelist and recommend oﬁher recognized

. experts in the field who had demonstrated both pro;'
ficiency and interest in deaf<blind activities. Mr.
Dantona responded favorably and submitted a list of names,
and addresses of persons to be éonpacped for partici-
pation in the study. Members of the Advisory Committee
for Centers and Services for Deaf-Blind-Children, Bureau |
of Education for‘the Handicapped; regional and state .
coordinators of deaf-blind services; and physicians
comprised this select paﬁel Jﬁ twgnty expérts. (Appendix
C) Care was exerciged to include at least one panelist
from each Regional area in the United States. (Appendix ™
A) The panelists were chosen to cover many contriﬂﬁting
disciplines: social work, education, medicine, adminis-

. tration, rehabilitation and parenthood.

| ' . The results of the demographic survey were then .

| compiled into the First Inquiry Sheet in two sub—cétegories

randomly arra.ged. (Appendix D) The first sub-Category,
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Operating Agencies/Personal/Professional Referrals, listed
all reporting sources found in the demographic survey.
The second sub=-category, Investigative Potentials, con-
tained p&ssible investigative potentials deemed important
from the occurrence patterns noted in the same'surﬁey.
To increase applicability, universality aﬁd
scope of the study, the respondents reacting to the
listing of case-finding criteria were given the oppor-
tunity to write in other case~finding criteria deemed
important by them from their experience. The instruction
sheet encouraged them to rank such write-ins with the
.other criteria in their considered importance relative to
those criteria presented. (Appendix D) |
| The First Inquiry Sheets ahd Instructions were
forwarded with a leiter of transmittal toc the various
respondents for théir numeric ranking. (Appendix D)
The responses were tabulated on a matrix of frequencies
table to rank the importance of the twenty case=finding
factors listed in the questionnaire. (Table 1,pp.\25-26)
Each rank was assigned a numerical value ranging from
one to eleven in the case of'the first sub-category and
from one to nine in the second sub-category. Those items
not ranked were valued-at zero. The products of the
‘numerical value of each rank times the number of oc=-

currences of that rank for each item were totalled. 'The

item with the highest total was taken as the casg-finding

¢
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criteria deemed most important by the panel; the suc—
cessively lower totals established the descending order
of importance. In addition, each write-in was tabulated
for consideration of inclusion in the‘second inquiry.

The Second Inquiry Sheet was composed from the
major elements determined from the first matrix of
frequencies table, along with the panelists' suggested
revisions, insertions, combinatiqns of criteria, and/or
other write-ins. (Appendix E) The twenty revised case-
finding.fgctors‘were randomly listed. The panel of twenty |
experts was requested to react to this Second Inquify |
Sheeg} again ranking the criteria in their;considered
order of importance.

The final responses were then tabulated on the
Second Matrix of Frequencies Table for evaluation of rank
of importance of the case~finding c?iteria. (Table 2,
pp. 32-33) Each rank was assigned a numerical value
ranging from one to twenty. Those i£ems not rankéd were
valued at zero. The products oi the numerical value of
each rank times the number of occurrences of that rank
for each item were totalled. The item with the highest
of these totalled rank values was taken as the case=
finding criteria deemed most important by the panel, and
each successively lower total established the descending

order of importance. From these réﬁkings'a case=finding

instrument was developed.




Chapter L

PRESENTATION AND ANALYSIS OF DATA

The tabulation of the initial case-finding data
revealed a total of eleven different sources of referral,
including both agencies and individuals. Because all of
these were obvious sources for case-finding, none was
omitted in the listing of initial case=finding criteria
for use in identifying deaf-blind children. The listed
sources were:

Department of Public Welfare

Statewide Services for the Blind

American Foundation for the Blind

Perkins School for'the Blind

Executive referral from statistiéal audit

. Hospital or clinic

Medical doctor

Parent

Mental Retardation Program

Public Health

Reéional Center for Services to Deaf-slind

Children.

In addition to these known referral sources,

there seemed to evolve from the data patterns for

20
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potential development of other referral sources. Analy-
sis of high frequency of occurrence of some etiologies
appeared to offer the greatest promise. Suggested pro-
grams or other investigative potentials Qere then
devised, in general from consideration of the etiologies,
and in specificity from correlative data and adminis-
trative concepts. |
The most frequent cause of deaf-blindness proved

to be maternal rubella, in an overwhelming proportion to
all other etiologies. This was followed by retinitis
pigmentosa; potential high risk of sensory impairment to
neonate prior to, during or following birth; and
meningitis/encephalitis. Investigative Potentials on
the First Inquiry Sheet suggested the importance of these
factors and offered mechanisms for developing case=-
finding methods: |

Examination of birth records to identify

children born in a given locality 5=9

months follow;ng a rubella epidemic

Identification of siblings and/or

descendants .of known deaf-blind with

inherited disorders

Identification of high risk babies from
hospital records

Examination of Public Health records for
cases of meningitis/encephalitis

Development of programs to conduct
hearing and vision screening of all school
failures in grades 1=3
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Development of programs'to conduct
hearing and vision screening of pre-
school chilaren in rural areas.

Evident in the data was the high incidence_of |
mental retardation coincident with the multihandicapping
condition of deaf-blindness. Likewise, many referrals
came from‘mentél retardation programs indicating a

4 possible need for écreening the children in these pro=-

\\

grams, hence the inclusion of the following Investigative
Potential: ° |

Development of-grograms to conduct
‘hearing and vision screening of all
children in special education (except
the gifted). g

Another area for case-finding indicated by the
data was culture pockets. An Investigative Potential
was provided to cover this aspect of investigation:

L ' Development of multi-lingual public
service advertisements of deaf=blind
programs.

The great number of referrals by hospitals,

4
clinics| and medical doctors established the need for a

referral program. Ease of referral and early identifi=~
cation of suspect infants seemed essential, hence the
Investigative Potential:

Estabiishment of a referral program
specifically to charity clinics,
pediatricians and general practi-
tioners using pre~addressed cards with
nominal information for referral of a
child to a central agency.
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‘For the First Inquiry Sheet these total data
were presented in two categories, each of which was ran-
domly érranged. The first group comprised the known
referral éources; the second group.comprised investi-
gative potentials as possible sources of referral.

The inquiry sheets were mailed to the twenty
respondents for their expeft evaluation for their con-
sidered importance. (Appendix’D) A response level of
100 per cent of the panel was obtained.

Their responses were tabulated on a matrix of

frequencies table resulting in the following order of

significance from the composite of all respondents:

Source ' Total Rank Value
1. Parent © 166

L}

" 2. Regional Centers for
Services to Deaf-

Blind Children 162
3; - Statewide Services .
fcr the Blind 145
L. Public Health | 137
5. Medical doctor 136
6. Hospital or clinic 127

7. Mental Retardation
Program : 127

8. Department of Public
Welfare . 105

9. American Foundation
for the Blind 65




10.

11.

Source

Perkins School for
the Blind

Executive referral
from statistical audit

(Table 1; pp. 25=26)

2L

Total Rank Value

50

L7

The Investigative Potentials were also tabulated

cn a matrix of frequencies table to determine the com-

posite value as assigned by the respondents. (Table 1,

6)

1.

Lo

Those potential ranked as follows:

Potential

Examination of birth
records to identify
children born in a
given locality 5-9
months folluwing a
rubella epidemier

Identification of high
risk babies from
hospital records

Establishment of a
referral program spe-
cifically to charity
clinics, pediatricians
and general practi-
tioners using pre-
addressed cards with

nominal information for °

referral

Development of programs
to conduct hearing and
vision screening of all
children in special
education (except the
gifted)

Total Rank Value

<23

118

114
)

103
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TABIE 1

MATRIX OF FREQUENCIES:

FIRST INQUIRY

Operating Agencies/Personal/Professional Referrals
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Potential ‘ Total Rank Value

i 5. Development of programs

to conduct hearing and

vision screening of pre-

; school children in

3 rural areas 92

6. Development of multi-
lingual public service
advertisements of deaf- 4
blind programs 89

] 7. Identification of

- siblings and/or descen-
dants of known deaf-
blind with inherited :
disorders 79

A

~ 8., Examination of Public
Health records for cases’
of meningitis/encephalitis 79

{ 9. Development of programs to
; . conduct hearing and vision
: screening of all school 4
failures grades 1-3 61
The write-ins included new items or suggestions

for revision and/or inclusion in existing items. The

write-ins and frequency of suggestion were summarized:

Write=in Suggestion Frequency
1. Speech and Hearing Centers 2"
2. Headstart - 1l

3. State Department of Education,
. Special Education 2

f L. Establishment of an early data
f bank of all sensorially impaired 2

5. Establishment of a high risk
registry in obstetric-
gynecology offices
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—

Write-in Suggestion Frequency

6. Establishment of a high risk
registry in pediatric and

all baby clinics 1
7. Census reports . 1
8. Survey of existing classes

for deaf or blind 1
Q¢ écreening of all‘children 2

10. Educate all deaf-=blind related

disciplines in the importance

of early identification of

cases : 2
11l. Public schools 1
12. Gear advertisements to parents

and the general public as well

as professionals 1
It was evident from the write-ins that a great aeal of
personal effort and thought went into the responses to
increase the value of this study. Therefore, it was
determined that in the second inquiry all write=ins
should be considered, if possible, for cross evaluation
by other members of the panel.

By visual inspection of the data a definite
break in relative'importance of existing referral sources
was noted following the eighth-ranked source. In the
Investigative Potentials the importance declined less
abruptly at any single point. However, there was a
fairly significant drop following the sixth-ranked

Investigative Potential; and while Potentials 3 through

6 had some interlocking with write-ins, Potentials 7

——————
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threugh 9 had none. This formed the basis of the decision
toshold the first six ranked Potentials for the Second
Inquiry Sheet and to drop the last three.

These factors determined the weighting and shape
of the Second Inquiry Sheet with the eight refe?fal
sources most heavily weighted at 40% of the fwenty itede
to be presented and the six highest ranked‘Inve;;igative
Potentials and the write-ihs weighted at 30% each. Those
write-ins which seemed to be duplications or ﬁere sug-
gested to improve the above-mentioned selected Potentials
were used for revision of those Potentials; other write-
1ns were distinctive and were presented singularly. Only
one write-in, census reports, was deemed not appllcable
as a nase-finding potential in this study due to the
considered time lag from collection of the census data to
the availability of that data for publlc use.
| . The items for the Second Inquiry Sheet were pre-
pared and randomly arranged in a single listing. (Appen-
dix E) The eight selected sources of referral were
revised to be grammatically consistent with the Investi~-
gative Potentials and appear on the Second Ineuiry Sheet
as "Referral from .« « « "™ in each case: 1i.e., Referral
from parenf. The two top~ranked Investigative Potentials
from the First Inquiry Sheet were not altered: (1) Exami-
nation of birth records to identify children born in a

given locality 5-9 months following a rubella epidemic
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and (2) Identification of high risk babies from hospital
records. The Investigative Potentials which were revised
to incorporate changes'suggested by write-ins read:

l.- Establighment of a referral program specifi-
cally . s_e Lfor] charity clinics, [obste~ :
tricians, ] pediatricians and general
practitioners using pre-addressed cards
with nominal information for referral of
[high risk or sensorially impaired children]
« « « to a central agency

2. Development of multi-lingual public service
advertisements of deaf-blind programs
[geared to parents and the general public]

3. Development of programs to conduct hearing
and vision screening of all children « o
(except the gifted) [in special education] ~

L. Development of programs to conduct hearing
and vision screening of pre=-school children
[, especially] in rural areas.
Other write-ins which were suggested as potential case-
finding criteria for use in identifying deaf-blind

children were either used as presented or combined with

other write-ins:

1. Survey of all children in institutions for
the retarded '

2. Survey of existing classes for deaf or blind

3, Education of all deaf-blind related disci-
plines in the importance of early identifi-
cation and referral of cases

L. Referral from public school screening
programs

5 Referral from Headstart

6. Referral from Speech and Hearing Centers.
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The Second Inquiry Sheets were then mailed to

AY

the same panel of twenty experts for their evaluation
and the ranking of the case=finding criteria according
to their considered order of importancé. Again, 100
per cent of the panel responded. Their responses were
tabulated on a matrix of frequencies table, and the
total rank value of each criteria was determined.
(Table 2, pp. 32-33) The order of importance assigned

to each criteria according to the total rank value was:

Criteria ' Total Rank Value
l. Referral from Statedide'
Services for the Blind 280

2. Referral from parent 278

3. Establishment of a
referral program specifi-
cally for charity clinics,
obstetricians, pedia-
tricians and general
practitioners using pre-
addressed cards with nominal
information for referral of
high risk or sensorially
impaired children to a
central agency 258

L. Identification of high risk
babies from hospital records 2L9

5. Referral from Regional

Center for Services to

Deaf-Blind Children _ 247
6. Referral from medical doctor 210

7. Referral from Speech and
Hearing Centers 229

8. Referral from Mental
Retardation Program ~ 228 - - -




" TABLE 2

MATRIX OF FREQUENCY FOR THE SECOND INQUIRY

Total
Ranked Rank Value
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TAELE 2 (continued)

Rank
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Ranked Rank Value
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Criteria Total Rank Value

: , 9. Referral from hospital
B or clinic 226

10, Survey of all children
in institutions for the
retarded 216

1ll. Education of all deaf-
blind related disciplines
in the importance of
early identification and
referral of cases 211 \

| 12, Referral from Public .
| Health 207

| 13, Survey of existing classes
for deaf or blind 206

14, Development of programs to
conduct hearing and vision
screening of pre-school
children, especially in
rural areas o 200

; 15. Development of multi- s
lingual public service

_ advertisements of deaf=blind

§ programs geared to parents

' and the general public 179

16. Referral from Public Welfare 175

f 17. Examination of birth records
‘ to identify children born in
a given locality 5-9 months
following a rubella epidemirn 165

| - 18, Referral from public schoql
f screening programs 148

i 19, Development of programs to
i conduct hearing and screening
of all children (except the
gifted) in special education 143

20, Referral from Headstart 114




g Chapter 5

SUMMARY

" The tétal rank values of the case~finding cri-
teria from the Second Inquiry Sheet were presentéd in
.Chapter k. (Table 2, pp. 32-33) The two highest ranked
criteria: (1) Referral from Sfatewide Services for the
Blind and (2) Referral from parent had been previously =«
ranked 3 and 1, respectively, by the panel from the
referral sourcas listed on the First Inquiry Sheet.

The next two highest ranke& criteria: (3) EsL
tablishment of a referral program specifically for
charity clinics, obstetricians, pediatricians and
general practitioners using pre-addressed cards with
nominal inférmation‘for_referral of high risk or sensori-
“ally impaired children to-a.cenﬁfal'agehcy and (4) Ideﬁ- o
tification of high risk babies from hospital records had
been previously ranked 3 and 2, respectively, by the
panel from the investigative potentials listed on the
'First Inquiry Sheet.

Those referrals ranked fifth through ninth and
twelfth on the Second Inquiry Sheet were existing re-
ferral sources which had been among the eight top-ranked

referral sources on the First Inquiry Sheet. The

seventh ranked item had been a write-in:

35
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5. Referral from Regional Center for Serv1ces
to Deaf-Blind Children

6. Referral from medical doctor

7. Referral from Speech and Hearing Centers
8. Refefral from Mental Retardation Program
9. Referral from hospital or clinic

12. Referral from Public Health.

AY

\

Case-finaing criteria ranked tenth, eleventh and thir-
teenth had also been write-ins from the panel of experts'
responses to the First Inquiry Sheet:

10. Survey of all children in institutions for
the retarded \

11. Education of all deaf=blind related di
plines in the importance of early identlfi-
cation and referral of cases

13. Survey of existing classes for deaf or
blind.

The fourteenth-ranked case-finding criteria,
Development of programs to conduct hearing and vision
scfeening of pre-school children, especially in rural
areas, and the fifteenth-ranked case-finding criteria,
Development of multi-lingual public service advertise-
ments of deaf-blind programs geared to parents and the
éeneral public, were combinations of (a) Investigative
Potentials which had been ranked fifth and sixth, respec-
tively, on the First Inquiry Sheet and (b) write~in

suggestiohs. Although a sharp drop in value may be noted
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between these two items, it should be pointed out that
35% of the panelists ranked item fifteen, dealing with
multi-lingualism, among their top five sources.

The remaining five case-findigg criteria wére
distinctly lower ir value in the panel's expert judge-
ment. However, ic should be noted that in this group
there weue investigaﬁive potentials which had ranked
first und fourth on the First Inquiry Sheet, items
ranked 17 and 19, respectlvely |

17. Examination of birth records to 1dent1fy

children born in a given locality 5-9
months following a rubella epidemic

19. Development of programs to conduct

hearing and vision screen12§ of all

children (except the gifted) in special
education. '

r

Items ranked 16, 18 and 20 were existing referral
sources which ranked of least importance in the panel's
judgement:

16. Referral from Public Welfare

18. Referral from public school screening
programs

20} Referral from Headstart.

Conclusions

/’\The panel of experts exhibited strong support of

existing referral sources and remarkable consistency in

the relative order of importance assigned to the sources
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in the two inquiry sheets. Seven of the first nine
highest ranked criteria were existing referral sources.

It is significant that the panel valued two of
the investigative potentials derived initially from
evaluation of the original case history data used in
this study a;-more important case-finding critéria than
even nine of the existing referral sources evaiuated.

If only one conclusion were drawn from this study, it
must be that there is a nationally recognized need for
a more comprehensive effort to obtain early reporting
of sensorially impaired or of suspect infants from
doctors, hospitals and clinics tc some central agencye.

However, there is also a recognition of the
need for development of other new and unique programs to
conduct case-finding of deaf-blind persons. The follow-
ing instrument was therefore developed to guide case-

finding of deaf-blind persons:

S * E * A * R * C * H

Survey Advertise Coordinate

Educate Register Habilitate

A national pénel with varied expertise in deaf-
blind related disciplines ranked a group of known and

potentlal case-finding sources in the sequence shown on

the attached Target Instrument.
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Prime Target Areas

Other:

1.

Re

Your efforts are probably already co-
ordinated with some of the referral sources
listed. Maintain them as prime sources.
Develop the use of other sources as soon
as possible.

Persuade hospitals, clinicé_and doctors to
participate in a program of early identifi-
cation of sensorially impaired or suspect.
infants, providing referral to a central .
agency. Facilitate the mechanics of
referral, i.e., use pfe-addressed checklist
cards similar to the attached sample, to
enhance thé acceptability of such programs.
Further, in continued contact with these
medical sources, request limited access to
records, sufficient to identify high risk
babies not previously reported. .
Conduct surveys of all children in insti-
tutions for the mentally retarded on a
planned basis to afford as near complete

coverage as possible.

Prepare and make available slide or film

presentations for loan to training
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.institutions for use in trainiyg programs
and to agencies for use in workshops
and/or in-service training/éessions.

5. In applicable areas develbp multi-lingual
public éervice advertisements of deaf-blind
progrgﬁs and services geared to parents and
the'general public for use by local media.
In’other areas use similar programs in

gﬁnglish alone. It is important to pursue
this development to improve information
flow from prime referral sources which are
nct operating agencies, i.e., Parent.

6. - At all times consider local needs in the
utilization of the attached listed sources,

recognizing that each is a possible source

of referral of a deaf-=blind person.

Sample Referral Card:

Child's Name

Tast First Middle
Parent(s)
Address
Birth Date M F

Sensorially Impaired High Risk

Referred by
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L1
SEARCH Target Instrument

Top 10 - Prime Target Areas

l. Statewide Services for the Blind
2« Parent | |
3e

Lo

Se

Children

6. Medical .doctor

7. Speech and Hearing Centers

8. Mental Retardation Program

9. Hospital or clinic
10.

Other Sources Ranked in Final Evaluation

Establish a referral program specifically for
charity clinics, obstetricians, pediatricians and -
general practitioners using pre-addressed cards

with nominal information for referral of high risk
or sensorially impaired children to a central agency

Identify high risk babies from hospital records

Regional Centers for Services to Deaf-Blind

Survey all children in institutions for the retarded

11.

12.
13,
14,

15,

16.

Educate all deaf-blind related disciplines in the
importance of early identification and referral
of cases

Public Health

Survey existing classes for deaf or blind

Develop programs to conduct hearing and vision
screening of pre-=school children, especially in
rural areas

Develop multi-lingual public service advertisements
geared to parents and the general public

Department of Public Welfare
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17. Examine birth records to identify children born
in a given locality 5=9 months following a
rubella epidemic '

18. Public school screening programs

19. Develop programs to conduct hearing and vision
screening of all children (except the gifted) ¢
in special education

20. Headstart

Additional Sources Considered
American Foundation for the Biind
Census reports

Develop programs to conduct hearing and vision
screening of all school failures in grades 1-3

Examine Public Health records for cases of R
meningitis/encephalitis - |

Identify siblings and/or descendants of known
deaf=blind with inherited disorders

___ Other professional individuals
Perkins School for the Blind ///’/—\

The complete and enthusiastic response of the
panelists and the effort shown by each has reinforced
the awareness that there is a desire for more research .

: di;ected toward case-finding. As previously indicated
in the review of literature, there are neither prior
studies of possible sources of case-finding nor prior

- studies concerning case-finding the deaf-blind. There

is a paucity¥ of information concerning case-finding

in any form.
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Recommendations

The panel has endorsed the need for an expanded
and continuing a.proach to case-finding through the
development of workable modes of referral. At the same
time, they have not underestimated the continuing need
for cooperation of agencies and professionals already
contributing. It is noﬁ, therefore, ‘the intent of this
study to suggest the supplanting of any existing re-
ferral source. Rather, it is to.recommend the following
additional ‘potential case-finding criteria: -

l. Develop a mode to implement a referral pro-
gram specifically for charity clinics; oﬁstetricians,
pediatricians and general praétitioners using pre-
addressed cards with nominal information for referral
of high risk or sensorially impaired children to a
central agency. 1In conjuﬁction with this development,
explore the potential for searching hbspital records to
identify existing high risk babies. -

2. Conduct surveys of children in.programs and
ipstitutions for the mentally retarded and in existing
classes for deaf or blind.

3., Prepare and make available slide or film
presentations for loan to training institutions for use
in training programs and to agencies for use in work-

shops or in-service training sessions.
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L. In applicable areas develop multi-lingual

public service advertisements of deaf-blind programs
and services geared to pérents and the gqneral public
for use by local media. In other areas use similar
programs in English alone.

T 5. Conduct a pilot study using the'case-

! . | finding instrument to determine its value. (Appendix F)

6. Continue to encourage further research in

case-finding.
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! | MAP OF DEAF-BLIND REGIONAL CENTERS
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Data Sheet

Neame Cedes D.0.B, Looation:
- T3y — State
Sex: Reoe:
Denegraphio Areas %J: du.tom
1’ usknews 3:""‘51-&
2)" _imner oity 4“""?:'0:011 SUIRANG
3)__urben(over 50,000) 5)__ Spanish surnane
; {: othor“(‘:::: é; ) 61: mﬁotg Indian
- y™Other (Spoom)
Etiolegy: Referral Source:
B—ntornl rube % tat:u ageaoy ( )
‘ [ )
3)"Retinitis pigmeft peoity
) _retroleatal £1 1a 3) _JW
L) tis , |
6)___enoe tis 4)
7)__Usher's syndreme 5“ﬂupit.1 axd climio
8)___ecocident 6)___parent
Q)___ether (specity) 7)___other (specify)
Other hindieap(s Family anmal inoomes
p( )(mcif!)t %:I:'l, uh comes
o e e e
Ne. children in family:_ 5) $360000°828,,000
: 6) 3 5 000-.20,000
Handicapped siblings (specify)s 7)——=$20,000-up
Sex Age Type
Mother’s D.0.B. Mup (specity)
‘Pather's D.0.B. Handioap (specify)

-

lotoz !optosl bréakdewa is similar to those used by Deaf-Blind
Area Conters,
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APPENDIX C -

PANEL OF EXPERTS

Dr. Samuel Ashcroft

Special Education Department
University of Maryland
College Park, Maryland 20742

Dr. Donald R. Calvert

Central Institute for the Deaf
818 Euclid Street

St, Louis, Missouri 63108

Mr. Robert Dantona
9602 Linwood Avenue
Seabrook, Maryland 20801

Dr. We W. Elliott, Project Director

Area Center for Services to Deaf-Blind Children
Alabama Institute for the Deaf and Blind

Box 268

Talladega, Alabama 35160

Dr. Robert Frisina, Vice-President
National Technical Institute for the Deaf
Rochester Institute of Technology

1 Lomb Drive

Rochester, New York 14623

Ir., Edwin K, Hammer, Project Director

Area Center for Services to Deaf-Blind Children
Callier Hearing and Speech Center

1966 Inwood Road

Dallas, Texas 75235

Dr., Verna Hart

University of Pittsburgh

L200 Fifth Avenue

- Pittsburgh, Pennsylvania 15213

Dr. Doin Hicks, Director

Model Secondary School for the Deaf
Gallaudet College

Florida Avenue and 7th Street N. E.
Washington, D. C. 20002
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Mr. William Keenan, Coordinator

Area Center for Services to Deaf-Blind Children
Minnesota State Department of Public Welfare
Centenniel Building

St. Paul, -Minnesota 55101

Dr. Edgar Lowell

John Tracy Clinic

806 West Adams Boulevard

Los Angeles, California 90007

Mr. George Monk, Coordinator

Area Center for Services to Deaf-Blind Children
Michigan State School for the Blind

715 Willow Street

Lansing, Michigan 48906

Mrs. Susan Mouchka
161 Maywood Way
San Rafael, California 94901

Dr. John Ogden
1346 Lincoln Street
Denver, Colorado 80203

Dr. Joseph Parnicky
Nisonger Clinic

Ohio State University
1580 Cannon Drive
Columbus, Ohio 43210

Mrs. Ferne Root Roberts
Special Education Program
Hunter College

L,66 Lexington Avenue

New York, New York 10017

Mr. John 8inclair, Coordinator

New England Center for Services to Deaf-Blind Children
Perkins School for the Blind

175 North Beaco.r Street .

Watertown, Massachusetts 02172

Dr. David Stager
8226 Douglas Avenue
Dallas, Texas 75225

Mr. Jack Sweetser, -Coordinator

Area Center for Services to Deaf-Blind Children
3411 South Alaska Street

Seattle, Washington 98118




Dr. Ella D, Thomas

Oklahoma Child Study Center
University of Oklahoma Medical School
601 N. E. 18th Street

Oklahoma City, Oklahoma 73105

Dr. Gary Yarnall, Coordinator
Deaf-Blind Services, Special Education
State Department of Education

626 North 4Lth Street

Baton Rouge, Louisiana 70821
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LOUISIANA STATE UNIVERSITY

AND AGRICULTURAL AND MECHANICAL COLLEGE
BATON ROUGE « LOUISIANA « 70803
College of Education

SPECIAL EOUCATION SERVICES
TELEPHONE 388-5282

HURY P. LONG FIELD HOUSE
ROOM o8

November 26, 1973

The ever-increasing effectiveness of deaf-blind programs is
well-known and attested in technical literature. However, in conver-
sation with leaders in deaf-blind services I have been impressed by
the dearth of casefinding criteria and the need for establishing and
refining these capabilities for professionals. It is for this pur- —~
pose that my doctoral investigation is being conducted under the
direction of Dr. James L. Mcbuffie at Louisiana State University.

Only the most knowledgeable and experienced leaders in the area
of deaf-blind can effectively evaluate patterns for casefinding. For
this reason I am seeking your valued opinion, as a member of a panel
of twenty experts, to establish a set of casefinding criteria. ' /

i

Based upon criteria derived trom case histories in the State of
Louisiana this first request seeks your judgment of their relative
importance. Space has been designated for comments and additional
recommended criteria. The second, and final, inquiry will seek your
judgment of the statistically screene® criteria evaluated as most
important from the first questionnaire including the supplementary
recommendations.

Your cooperation represents an essential part of this investi-
gation. The difficulty of obtaining valid and competent appraisal
need not be impressed upon you. Realizing the number of requests
which must cross your desk, the two inquiries are designed for maxi-
mal use, but minimal time requirement on your part.

1 shall be most grateful for your participation as a member
of this panel.

Sincerely yours,

Catherine E. Nelson
Doctoral Fellow

”

James L. McDuffie
Director of Dissertation
An Equal Employment Employer

/£fhl
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DIRECTIONS FOR THE FIRST INQUIRY

The attached inquiry sheet comsists of twemty
potential casefinding oriteria for use in
identifying deaf-blind childrem., These criteris
have been separated imto twe categories, each in
randen erder: 1) group er individual referrals
and 2) investigative petentials.

Space is provided for any comment yeu ocare tb nake .
and/or aay additional eriteris you wish to recoxmend.

w1th¢:: icgnrdii’{ the .ub-c.tes.:%3;%1p1°". rank
your ¢ho cluding your ewa onal
roooiiiiﬂ%ii&n., in order ef importance frem the

nest important as number 1 dewn through the
r.nﬁ.ldor. .




, CASEPINDING CRITZRIA POR IDENTIFYING DEAF-BLIND CHILDREN .
Criteris _ /
Operating Agencies/Perso essienal Referrals '
| Department of Pudblic Welfare ’
Statewide Servioes for the Blind
American Foumdatiom for the Blind
Perkins Scheol fer the Blimd
Exeoutive referral from statistical audit
Hospital or clinic
Medical docter
Parent
Mental Retardatiom Pregraa
Public Health
Regienal Center for vSorr.teu to Dear-Blind Childrea
Iavestigative Pot 8 .

Examimation of birth reserds te ideatify childrea bera in
@ given locality 5 — 9 menths following & rubells spidemic

Identificatien of sidlimgs and/er descendents of kmewn
deat-blind with inherited disorders

Identificdtion ef high risk babies frem hespital records

Examinatich of Public Health records for cases of
meningitis/encephalitis :

Bateblishment of & referral program specifically to charity
clinics, pediatricians and general practioners using pre-
sddressed cards with Reminal informstiom for referrel of
a child to a central agency

Develepment of multi-lingual public service advertisements
of deaf-blind progrems

ERRRARRRER

Develepment of programs to conduct hearing and visien
soreening of all sochool failures ia grades 1-3 -

Developaent of programs t¢ cemduct hearing and visioa
screeniag of sll children in special educatiom ( except
— the gifted)

Develepmeat of prograns to comduct hearing and visienm
soreening of pro-schqol childrea in rural areas

Write~ins:

PLEASE RETURN THIS SHEET IN THE ENCLOSED STAMPED ADDRESSED ENVELOFE
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LOUISIANA STATE UNIVERSITY

AND AGRICULTURAL AND MECMHMANICAL goLLioC
BATON RCUGE . LOUISIANA . 70803
College of Education

OPECIAL EDUCATION OERVICES
TELEPHONK 300.0208

- HURY P, LONO FIELD MOUSE
ROGM .09

January 8, 1974

Thank you for your prompt response to my previous letter and
for your personal effort to improve the scope and effectiveness of
this research to develop casefinding criteria for deaf-blind chile

In the initial inquiry you ranked the relative importance of
a listing of sources of referrals, investigative potentials and
your individual write~ins.

This second and final inquiry is a listing of the aforemen-
tioned criteria as developed through an evaluation of your combined
responses. The listing is in random order; I would appreciate your
ranking them in consecutive order from 1 - 20 in accordance with
your concept of their relative importance to casefinding with the
most important as number 1. '

As previously stated, only the most knowledgeable and expe-
rienced leaders in the area of deaf-blind can effectively evaluate
patterns for casefinding. Without complete cooperation such as
yours, this type of research would be non-existent and inaccessible
to workers in the field. I am most grateful foc your participation.

Sincerely yours,

- Catherine E. Nelson
Doctoral Fellow

James L. McDuffie
Director of Dissertation

/th}

An Equal Employment Employer




DIRECTIONS FOR THE SECOND INQUIRY

The attached uiry sheet is a random listing of
twenty potent casefinding criteria for use in
identifying deaf-blind childream. These oriteria

were developed frem an evaluation of respenses to

- the f£irst inquiry, imcluding write-ins.

Please rank the items accordimg te your oonoq}t of
their relative importence, from the most important
a8 number 1 threugh the least important as mumber




CASEFINDING CRITERIA FOR IDENTIFYING DEAP-BLIND CHILDREN
'Referral from Statewide Services for the Blimd
Survey of all childrem in institutions for the retarded

Identification of high risk bables from hospital records
Referral from Mental Retardation Program

Referral from Department of Public Welfare

_ Survey of existing classes for deaf orlblind

Development of programs to conduct hearing and vision
screening of all childrem (except the gifted) in
special education

Referral from parent

Referral from Regional Center for Services to Deaf-Blind
- Children

Education of sll deaf~blind related disciplines in the
importance of early identificatiom and referral of
cases :

Referral from public schoel screening programs

Development of programs to conduct hearing and vision
screening of pre-school children, especislly in rural
areas :

Referral from hospital or clinic

Examination of birth records to identify children borm

o in & given locality 5 = 9 months following & rubella

epidemiec

Referral from Headstart

Development of multi-lingual public service advertisements
otbg;nt-blind programs geared to parents and the general
public 4

Referral from medical doctor
Referral from Speech and Hearing Centers
Establishmeat of & referral program specifical.y for
charity climics, obstetricismns, pediatricians and
goneral practitioners using presddressed cards with
noninal informatiom for referral of high risk or semsorially
impaired children to a ceatral agency

Referral from Publio Health

PLEASE RETURN THIS SHEET IN THE ENCIOSED STAMFED ADDRESSED ENVELOPE
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Survey Advertise Coordinate

Educate Register Habilitate

A national panel with varied expertise in deaf-
blind related disciplines ranked a group of known and
-potential case-=finding sounces in the sequence shown on

the attached Target Instrument.,

Prime Target Areas

1, Your efforts are probably already co-
ordinaﬁed with some of the referral sources
listed: Maintain thém‘as prime sources.
Develop the use of other sources as soon
as possible, o

2 Persuade hospitals, clinics and doctors to
participate in a proérgm of early identifi-
cation of sensorially impaired or‘suspect
infants, providing referral to ;bcentral
agency. Facilitate the mechanics of
referral, i.e., use pre-addressed.checklist
cards similar to the attached sample, to
enhance the,apcéptability of such programs.
Further, in continued coﬁtact_with these
medical sources, request ligjted access to
records, sufficient tO‘idengify high risk

babies not previously reported.




Other

3.

b o

De

E 65
Conduct surveys of all chiI%ren in insti-
tutions for the mentally rqtarde@ on a
planned basis to afford as near compléte

coverage as possible.

Al

Prepare and make available slide or film
presentationsqfor loan to training
institutions for use in trainihg programs
and  to agencies for use in workshops
and/or in-service training sessions.

In applicable ggeas™ develop multi- _.ingual

public_service.advertisements of deaf-blind
programs and services geared to parents and
tﬁe general public for use by local media.
In other areas use simiiar programs in
English alone., /It is important to pursue
this developyent to ‘improve information
flow from prime referral sources which are
not operating agencies, i.e., Parent.

At all times consider local needs in the
utilization of the attachéd listed sources,
recognizing that each is a possible source

of referral of a deaf-blind person.




66

SAMPLE REFERRAL CARD

Child's Name

Last. First - Middle
Parent(s)
Address -

-
Birth Da'e M F

Sensorially Impaired High Risk
Referred by




Top
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SEARCH Target Instrument

10 - Prime Target Areas

2e
3

Lo
De

6.
7
8,
9.
10.

Statewide Services for the Blind

Parent

Establish a referral program specifically for
charity clinicds, obstetricians, pediatricians and
general practitiohers using pre-addressed cards

with nominal information for referral of high risk
or sensorially impaired children to a central agency
Identify high risk babies from hospital records

Regional Centers for Services to Deaf-Blind
Children

Medical doctor

Speech and Hearing Centers
Mental Retardation Program
Hospital or clinic

Survey all:children in institutions for the retarded

Other_Sources Ranked in Final Evaluation

11.

12.
13.
e

15.

Educate all deaf-blind related disciplines in the
importance of early identification and referral
of cases

Public Health
Survey existing classes for deaf or blind
Develop programs to conduct hearing and vision

screening of pre-school children, especially in
rural areas

Develop multi-lingual public service advertisements
geared to parents and the general public




16.

Department of Public Welfare

17. Examine birth records to identify children born
in a given locality 5-~9 months following a
rubella epidemic
18, Public school screening programs
19. Develop programs to conduct hearing and vision
screening of all children (esx.ept the gifted)
in special education - :
20. Headstart
Additional Sources Considered 'M,,«//’///

IS S

American Foundation for the Blind - -
Census reports

Develop programs to conduct hearing and vision
screening of all school failures in grades 1-3

Examine Public Health records for cases of
meningitis/encephalitis

Identify siblings and/or descendants of known
deaf-blind with inherited disorders '

Other professional individuals

Perkins School for the Blind




